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Ladies First HICF 1500 08/05 Sample

HEALTH INSURANCE CLAIM FORM

APPROVED BY NATIONAL UNIFORM CLAIM COMMITTEE 08065

oA T

1. MEMNCARE

MEDICAID CHAMPYA

OTHER

Dm-;Dﬂme:Dfsmwrm: DW&JDF&W}LHJE}ANDIHM mrnm

Ta. INSURED'S 1.D. NUMBER (Far Program in ltem 1)

222222222 Nine Digit SSN

2. PATIENTS NAME (Lasi Mama, First Name, Middio Iniini)

Doe, Jane

3 F'FILENTEEIH'IH DATE

11 031953 ]

SEX

"X

4, INSURED'S NAME (Last Name, First Name, Mada |riad)

Doe, Jane

5, PATIENT & ADDRESS [MNo., Stroai)

1234 Main Road

6. PATIENT RELATHOMNSHIP TO INSURED

see[X] spouse[ Jenia[ ] ome[]

7. INSURED'S ADDRESS [Mo., Sirael)

1234 Main Road

cImy STATE | 8. PATIENT STATUS CITY STATE
Burlington VT|  see[ ] mea[ ] ome[] | Burlington VT

ZIP CODE TELEPHONE ([Includo Asoa Codo) P COOE TELEPHONE {Inchude Area Cooa)
05402 (802) 123-4321 | empiopws [ Jstiounr L] St 05402 (802) 123-4321

. OTHEHR MSURED'S MAME [Last Name, First Name, Middle Indeal]

n. OTHER INSURED'S POLICY OR GROUP NUMBER

YES

b OTHER INSURED'S DATE OF BIRTH
M (ki) ¥

SEX b. AUTO ACCIDENT?
Enlils CJres

= EMPLGYERS NAME OR SCHOOL NAME

¢ OTHER ACCIDENT?

[[Jres

10 I3 PATIENT'S CDHIJIT!ON HELATED TO:

& EMPLOYMENTY (Curnenl ar Préneoun)

[X]re

PLACE {Shale)
i I

X

11, INSURED'S POLICY GROUP OR FECA NUMBER

a INBURED'S DATE OF BIRTH
L 20

E L) HD FD

b, EMPLOYER'S MAME OR SCHOOL MAME

Self

€, INSURANCE PLAN HAME DR PROGRAM HAME

. INSURANCE PLAN NAME OF PROGRAM NAME

10d. AESERVED FOR LOCAL USE

d 15 THERE ANOTHER HEALTH BENEFIT PLANT
D\"EE [jND I¥ yos, retuen to And completn iem 9 a-d

below

SIGMED _

Sighature on File

AEAD BACK OF FORM BEFORE COMPLETING & SIONING THES FORM.

DATE

12. PATIENT'S OR AUTHORIZED PERSON'S SIGNATURE | authorize the reloass of any madical o other informalion necessary
10 procegs (Mes. Clarm, | ek regues] paymenl of govermment benefits. st o mysel of lo the paity who scoepts assigrment

13, INSURED'S OR AUTHORIZED PERSON S SIGNATURE | authorize

paymend of medal benelils b the undersigned physaoaan o supplier lor
SONACRS GaGonDng Do

senen_Slgnature on File

PATIENT AND INSURED INFORMATION ———— 3 |<— CARRIER —»

4, .EIGTE DEEIJF{HE!H

ILLNESS (Firsl syrmpham) OR
INJURY (Accigent) OH
PREGMANCY[LMP)

GIVE FIRST OATE MM

15. IF PATIENT HAS HAD SAME

Dsmun ILLKESS

16. DATES ﬂﬁl’lihwﬁuﬁm L] E-'I.IHII-'I'.‘ENT %CUFNI’IE!N
! TO

17 NAME OF REFERRING PROVIDER OR OTHER SOURCE

Cog MD, Nancy

77

N

Iia,
178,

123456789 X
9876543219

18. HDBP'IT:‘JP.'I‘ZATI [‘l.l'u'l'ES HELA'FED' 'I'QC-IJHHENTE&H\"IEES

Y

FROM [ l O |

1% RESERVED FOR LOCAL USE

1 I
0. QUTSIDE LAB?

§ CHARGES
[Jves NO

PHYSICIAN OR SUPPLIER INFORMATION

21, DIAGHOSIS OR NATURE OF ILLNESS DR INJURY (Feiate Boms 1, 2, 3 or 4 1o liem 24E by Line) 22 A0 FESUBMISSION
. LVZ_Z, 31 . V70I 0 KEEE CHIGINAL REF. NO
23, PRIOA AUTHORIZATION NUMEBER
2 | 627 1 i | .
24 A DATE(S) OF SERVICE [:] [+ O PROCEDURES, SERVICES, OR SUPPLIES E F ] H [ X
Fram Ta PLACE (F] [Explain Urnsunl Cirewmstances) DIAGNOSIS s B o RENDERING
MM DO ¥Y MM DD YY |SEAVCE| EMG | CPTHCPCS | MODIFIER POINTER § CHARGES [ W I Y FRAOVIDER ID. #
- | R : £Z]123456/789 X
0703 07lo7i03 o7l11l 99213 | | | | [1,3 | 10900/ 1 |5 w 9876543219
=i § & 4 B 1 | I | | ]
| | | Note: Diagnosis Code #2 __| I O 2
. , not covered by Ladies First : IR AR ] L
| L3 | and not pointed to in Box 24 E ___| - || e
! [ L1 [ & B 4 | | - || e i
H S | o B -
25, FEDERAL TAX 1.0, NUMBER 85N EIN 26. PATIENTS ACCOUNT NO. 27. AC gTASSIGHMEM? 28 TOTAL CHARGE 20, AMCUNT PAID 30 BALANCE DUE
03-2347869 IX] 12349 s 10900 | « 000/s 10900

SIGRED
e

31, SIGNATURE OF PHYSICIAN OF SUPPLIER
INCLUDING DEGREES OR CREDENTIALS
{1 ety that the statements on the verss
Apgiy 40 Tis il ana are made & part theeeal |

Cog MD, Nancy 07/05/07

X2, SERVICE FACILITY LOCATION IN‘FIJHI.I.I.ﬂDN

33 BILLING PROVIDER INFO 8 FH 3 {802} 456-1111
Ethan Allen Health Care

129 Birch Road
Burlington, VT 05402

DATE s

* 2222222222 77 234567867 X

NUCC Instruction Manual available al; www, nucc,org
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